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Support for Your Appwl 

who May f-de an Appeal 

1, You may We an appeal. 

3. A. non-plu, pmvider may file a standud appeal of a dcnkd claim if bckhc cobrpkt~ a waiver 
of li;rbiEjty statement which say-s h&he will not bill you r~g$rdlt%s of the outcctme of the appeal. 
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4- All denials of Physical ‘H~mpy within G months of a CVA, hmd injuryhargcry, or othw 
acLltetml.tms. 

5. All. filssr requests for Physic-al Therapy withjn 4 months of a CVA, head injuryhrgcry, or 
othac acute trauma. 

6. All d$oids for continuing Physical Therapy within 6 month% of ;L major joint (e.g., hip, total 
knee) surgery- 

7. Al! fit% requests toor contjnuing Physical ThecaIjy within 4 months of major joint snrgcry. 

8. Rcqucsts/dcni& for chcmothcmpy. rudintion lhxapy or propo%d suqical tnstment of a 
known maI&nactcy. 

9. RcquesESldeni& of a proposed AIDS thcrslpy in nn AIDS palier~. 

IO. Any denial of ;L proposed “kperjmental” treatment in a tcrminat patient, (USC C:rdjfomiu 
State Law in defining tcnxtiml.) 

1 I _ Any rtx#~ests kj a physjcjm for urgent dete.rminatkWkoon review _ 
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Figure 2-20-N-l 1 HMO 2400. Distinguishing Between Grieuances 
and Appeals 

1 There are two types of procedures for resolving enrollee complaints, the Medicare 
appeals procedures and the plan-internal grievance procedures. Resolve all enrollee 
complaints through one of these procedures. Use the procedure appropriate to the complaint. 
Disputes about initial determinations, are resolved only through the Medicare appeals 
procedure. These are primarily complaints concerning payment for services or denial of 
services. Use the grievance procedures for all complaints which do not involve an initial 
determination. Transfer complaints between the two procedures when appropriate. 

2400.1 Complaints Which Apply Both to Appeals and Grievances--The appeals and 
grievance procedures are mutually exclusive. Process complaints under the appeals 
procedures or grievance procedures. If an enrollee addresses two issues in one complaint, 
process each issue separately and simultaneously under the proper procedure. Do not 
process these ComplaintsJirst through the grievance procedures, and then through the 
appeals procedures. 

2400.2 Appeals. All initial determinations are subject to the appeals procedures. 
Complaints sometimes do not appear to involve an initial determination and are mis- 
classified as grievances. This may occur because the plan did not issue the written notice of 
an adverse determination. (See Section 2403.5.) Common mis-classtfications include: 

A. Service Denials.--Service denials are often mis-identtfid in cases in which: 

l The provider of services made a coverage denial: 

. A notice of adverse initial determination was not issued within sixty days: and 

. The beneficiary appeals pursuant to Section 2403.1. 

Inform providers that they must ensure timely issuance of a written notice of adverse 
initial determination as described in 2403.5 when coverage is denied. The provider may 
issue the initial determination notice or he/she may ensure that the medical group or ( 
organization issues the notice. 

B. QuaUty of Care.--Complaints concerning the quality of a service a member received 
are treated as a grievance. However; quality of care complaints are occasionally complaints 
of a denial of services. For example, a member complains of poor medical care because his 
doctor did not authorize a surgery or other medical service. This complaint involves a denial 
of service. Process it through the appeals procedures. Peer Review Organizations [Pros) also 
review beneficiary quality of care complaints. (See 2305.E) 
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C. Accessibility.--Complaints concerning timely receipt for services abeady provided 
are treated as grievances. If the member complains that he has not been able to obtain a 
service, treat it as an appeal. If the member complains that he had to wait so long for a 
service that he went out-of-plan, treat it as an appeal for payment for the out-of-plan 
services. 

D. Non-Medicare Covered Seruices--The Medicare appeals procedures apply to all 
benefits oflered under a risk-based contractor’s basic bene$t package. They also apply to 
Part A beneftts which “‘Part B only” members buy from the plan. Benefits osered under an 
.optional supplemental plan are subject only to the grievance procedures. (See Section 
2403.2E.) Non-Medicare benefits in a cost-reimbursed contractof s basic benefit package are 
not subject to the appeals procedures. 

2400.3 Claims Processed by Carriers and Intermediaries--Carriers or intermediaries 
receiving claims for members of risk-based plans transfer the claims to the plan for 
processing. Carriers and intermediaries sometimes correctly process claims for members of 
cost-reimbursed plans [Le., when enrollees see a non-plan physician). Enrollees j?le for 
appeal with the entity that made the determination. For example: 

A. Claims Denied by the Carrier or Intermediary.--The enrolleefiles an appeal with 
that carrier or intermediary. 

B. Claims Paid by the Carrier or Intermediaty, but the Enrollee Disagrees with 
Payment Amount.--The enrollee fies the claim with the carrier or intermediary. For 
example, a member submits a claimfor a motorized wheelchair: The carrier decides the 
motorized wheelchair was not medically necessary and reimburses the member at the rate 
approved for a non-motorized wheelchair If the enrollee believes the motorized wheelchair 
was medically necessary, he/she appeals through the carrier 

C. Claims Paid by the Carrier or Intermediary and the Enrollee Wants 
Reimbursement for Coinsurance or &ductibles.--Enrollees file appeals with the HMO/ 
CMP if they agree with the carrier’s or intermediary’s decision, but disagree with the plan’s 
reimbursement for the Medicare deductible and coinsurance. For example, the carrier 
processes a claim for a motorized wheelchair and pays 80% of the allowable charge. 
However; the plan issues an initial determination denying the deductible and coinsurance 
because the member purchased the wheelchairfiom a non-plan provider: The enrollee 
appeals to the HMO/CPfor reimbursement. Process appeals on carrier or intermediary 
claims only in this situation. 

2400.4 Grievances.--The following items are not subject to the appeals procedures. Process 
them under the grievance procedures outlined in Section 2410: 

. Disputes that do not meet the definition of an initial determination. 

Examples of grievances include: 
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Figure 2-20-N-l 1 HMO 2400. Distinguishing Between Grievances 

and Appeals (Continued) 

- Determinations of items or services included in an optional supplemental plan; 

- Complaints about waiting times, physician demeanor and behavior; adequacy of 
facilities; or 

- Involuntary disenrollment issues. 

l Disputes about items or services that you have furnished, either directly or under 
arrangement, for which the enrollee has nofurther liability for payment (i.e. services 
rendered without charge orfor which the responsibility for payment does not rest with 
the Medicare beneficiary). However; services for which Medicaid has paid or could pay 
are subject to appeal. 

HMO 2410. SCOPE OF GRIEVANCES 

Process all member complaints which are not initial determinations through the grievance 
procedures. This includes complaints about coverage under an optional benefit package, 
waiting times, physician behavior and involuntary disenrollment concerns. Handle aU 
disputes about initial determinations under the appeals procedures. 

HMO 2411. PROCEDURES 

Maintain internal grievance procedures. Provide the following procedures: . 

l Transmit timely grievances and complaints to appropriate decision making levels in the 
p1CJ.W 

l Take prompt, appropriate action, including a full investigation if necessa y: and 

l Non% concerned parties of investigation results. 
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Figure 2-20-N-12 HCFA Working Aged Survey 

HCFA Wwking Aged Survq 

Name: , ._ Soda1 Security 37 
AddWS: Phone # 
city, state, zip: 

2. Do you hwv health insurwtcc through your empbyw or your spouse’s employer? 
NO Cl (If ?Q go w step ‘3 to sign and dare thjs survey) 

YES, lWl?.OUGH M-Y EMI’LCWER Cl YES, THROUGH NY SPOUSE’S EMPLOYI% Cl 

If YES, please tell us about your health insurance: 
Insurance Company Name: 
Inswmcc Compsny Address: 
Insurance Company Cjty, State, Zip: 
Subsctiber Name: 
Policy Nnmber; 
fffeclive Date: l’ermination Date: 

If YES, iplease tell us ahut the employer providing this he.alth insurance covxase: 
Employer Name: 
Employer AddEw 
Employer City, Stale, Zip: 
E3q1lq.w~ Id: 
Group Nutnber: Cfi~*oup Plan: 
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Information* 

Field Description 

Claim Number HIC Number 

Last Name Beneficiary Last Name 

First Initial 

Sex 

Beneficiary First Name Initial 

Beneficiary Sex Code 

Date of Birth 

Contract Number 

Beneficiary Birth Date; format includes century 

GHP Contract Number 

MSP Coverage Indicator 

Prior Commercial 

Yes or No 

Number of months a beneficiary was enrolled in 
Plan on a commercial basis prior to Medicare 
contract, if applicable 

Transaction Type Add or Change MSP Data Transaction, or Delete 
MSP Data Transaction 

Insurer’s Name Primary Insurer’s Name 

Insurer’s Address 

Policy Number 

Primary Insurer’s Address 

Primary Insurer’s policy number of insured if 
available 

MSP Effective Date Effective date of MSP coverage 

MSP Termination Date 

Patient Relationship 

Termination of MSP coverage 

Relation of patient to insured (Patient is insured 
or Spouse) 

* These are the data elements required, unless otherwise stated, to update the Working 
Aged information 
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